showed nuchal rigidity; three patients had uni-or bilateral abducensparesis. Three patients had an occipital fracture on skull radiograph. Besides the haematoma, CT showed mild hydrocephalus in three and slight frontotemporal contusion in two patients. Five patients were treated operatively with suboccipital craniotomy, immediately after the diagnosis was made. The patient who did not present until the second week was treated conservatively. All patients had good recovery: only one patient had a mild abducensparesis at discharge from the hospital.
Clinical diagnosis of an epidural haematoma in the posterior fossa is difficult because the symptoms and signs are usually not specific, especially in acute cases. The major sign is deterioration of consciousness: this was present in five of our patients but occurs with all types of traumatic haematoma. Although the classical lucid interval is reported to occur in only a minority of patients,'"356 four of our patients had a lucid interval varying from one to 24 hours. Diagnosis is more easy when patients present more than a day after injury as in three ofour cases: the signs may then be either of raised intracranial pressure or of a posterior fossa lesion (lower cranial nerve dysfunction, cerebellar signs, nuchal rigidity), or both. A haematoma in the posterior fossa was suspected in five of the reported patients because of deterioration of consciousness after occipital injury and in three patients because of either an abducens paresis or nuchal rigidity, or both. In all our patients who presented in the first week the haematoma was diagnosed by CT immediately after admission. Early recognition and diagnosis of a posterior fossa clot is possible if the 
